An analysis has been performed of the case material referred to a single neurologist in one year, including outpatient referrals, ward referrals and those patients admitted directly from other hospitals or from general practitioners. A summary of diagnoses, reasons for admission and duration of stay is included. It is concluded that some 6 inpatient beds sufficed for their investigation and management.
Introduction
The provision of neurological beds in the UK is based, in many instances, on patterns of medical care formed before the introduction of the CT scanner. With the widespread availability of this service for neurological outpatients, the necessity for inpatient assessment has become largely redundant. An accurate estimation for inpatient bed provision can best be obtained by an analysis of the neurological outpatient practice of a single consultant. It is with this purpose in view that the present study was undertaken.
Methods
All the patients referred in 1981, both those seen personally and those seen by the registrar, have been analysed. The cases at Charing Cross Hospital were seen in two clinics, one staffed by myself alone and the other accompanied by a registrar. The clinics at HiIIingdon Hospital consisted of a whole-day session, staffed by myself, and a half-day session, staffed by a registrar; this latter clinic terminated in August 1981. All the admissions were to Charing Cross Hospital.
A diagnostic classification has been prepared for those patients seen personally. For all cases, the percentage requiring admission has been assessed, with, for each admission, a description of the diagnosis, the reasons for admission, the duration of stay and the subsequent disposal. In addition, all patients admitted for neurological assessment from other sources, for example ward referrals, have been similarly classified. A day ward is available at Charing Cross Hospital, and cases admitted there have been detailed separately.
The Neurological Department at Charing Cross Hospital is one of the few in London which still takes part in a general medical take. Cases admitted on this take have been excluded from the analysis.
Results
In 1981, 521 new patients were referred to the neurological outpatient clinic at Charing Cross Hospital, of whom 385 (73.9%) were seen personally and the remainder by the registrar. In the same period, 450 new patients were referred to HiIIingdon Hospital, of whom 369 (82% per cent) were seen personally and the remainder, again, by a registrar. A summary of the diagnoses in the cases seen personally is presented in Table I . A discussion of the distribution of the various neurological disorders will be presented elsewhere..
Analysis of the diagnosis in those patients seen personally who required admission is presented in Table 2 for Charing Cross Hospital outpatients and in Table 3 for Hillingdon Hospital outpatients. Thirty-seven admissions for 34 patients were required from the former, representing 8.8% of all consultations. These admissions totalled 456 days, a mean of 12.3 days per admission. For Hillingdon outpatient consultations, the admission rate was 4.9%, representing 18 admissions for the same number of patients. These admissions occupied a total of 171 days, a mean of 9.5 days. Table 4 summarizes the sources of a further 34 admissions for 30 patients. These occupied a total of 396 days, a mean of 11.6 days per admission. Altogether, therefore, there were 89 admissions for 82 patients, occupying a total of 1023 days, a mean of 11.5 days per admission.
During the same year, there were 40 day-case admissions for 39 patients. All had lumbar puncture, and some electrophysiological investigation. Thirty-four of these patients had been seen in the outpatient departments during that year, half each at the two hospitals. One patient had been seen in the outpatient department at Charing Cross Hospital in 1980, and 4 had been seen initially as private patients. Diagnoses, or symptoms, included 20 patients with suspected multiple sclerosis, two patients with benign intracranial hypertension, one with a cervical cord disturbance, one with a thoracic cord lesion, one with sarcoid, one with conversion hysteria, one with a movement disorder and one with post-traumatic hydrocephalus. Of the remaining II patients, 7 had ill-defined sensory or motor symptoms, one had headache, one' dysphagia, one diplopia and one disturbed balance.
Discussion
If the figures in this paper are to serve as a guide to the requirement for inpatient facilities in neurology, a comparison with the workload over the country as a whole is necessary. In 1981, there were 153 consultant neurologists, with contracts producing 138.5 whole time equivalents (WTE). Outpatient attendances for 1980, the latest year for which figures are available, show 109 175 new outpatient referrals. Assuming there were the same number of WTE neurology sessions in 1980, this suggests that for each WTE post, there were 788.3 new outpatient referrals. The workload covered by myself and my registrar, totalling 971 referrals, suggests that this is rather above the national average. From this workload, and the other sources referred to, 82 patients were admitted on 89 occasions, for a mean duration of 11.5 days. Thirty-nine patients were admitted on 40 occasions for day-case investigation. Referring to 1981, the latest year for which the relevant figures are available, there were 42 923 neurological discharges and deaths in England, a mean of 309.9 patients for each WTE consultant. Their mean duration of stay was 13.5 days. In that year, an average of 1582 neurology beds were occupied, producing 11.4 beds used by each WTE consultant. Assessing the figures in another way; the mean bed-days used by each WTE consultant in 1981 equalled 309.9 x 13.5, or 4183.7 days. The comparable figure for my own work, counting each day-case admission as one day, was 1063.5.
It has to be recognized that a comparison of outpatient load alone might be misleading when estimating bed usage, since such a comparison, to be valid, depends on a similar distribution of neurological disease in the various populations considered. In the absence of information on this distribution in other parts of the country, this potential error has to be admitted, though personal reflection suggests that the effect of any such variation is not likely to be major.
Again, variability in the numbers of admissions from other sources would partly invalidate this comparison. The number of ward referrals seen personally in the year in question, a total of 357 cases, is, I suspect, at least equal to the average of other WTE neurologists in England. Discrepancies may arise regarding the number of patients admitted directly to units from other hospitals, or from a general practitioner, this source being a relatively rare one in my own practice.
When allowance is made for this, however, the conclusion remains that inpatient investigation or treatment is relatively seldom required in neurological practice. The trend towards a decline in neurological admissions is evident. In 1963, the number of available beds per WTE consultant was 18.7, and in 1977 it was 15.3. For 1981 the figure was 13.97, though the mean figure for occupied beds per WTE was 11.4. Clearly the pool of consultant neurologists has risen since 1963, and this will partly explain the decline in bed numbers per consultant. The introduction of the CT scanner and other neuroradiological techniques will further this trend. For 1981, the number of discharges and deaths per available bed was 22.2. From my own figure of 129 neurological discharges and deaths in 1981, it would appear (since their mean duration of stay was similar to the national average) that some six beds sufficed for their care.
